Background: Healthcare self-efficacy (HCSE), the perceived confidence to manage one's health care, has been identified as a critical component in the transition process from pediatric to adultoriented care for childhood cancer survivors (CCSs). HCSE is amenable to intervention and associated with long-term follow-up care among CCSs. However, factors associated with HCSE have not been fully explored among CCSs.
the acquisition of skills necessary for independent healthcare selfmanagement. Barriers to transition include emotional dependence on family and/or pediatric providers, financial and insurability issues as young adults age out of parental coverage, and difficult psychosocial adjustment to life posttreatment. 7, 8 In addition, health beliefs including a personal sense of responsibility for one's health and perceived risk for late term effects influence engagement in LTFU. [9] [10] [11] Healthcare self-efficacy (HCSE), the sense of confidence in one's ability to manage their own health care, is a critical concept to the successful transition of late adolescents and young adults to adultoriented care. 11 As CCSs transition from adolescence to early adulthood, their belief in their own capabilities to navigate the healthcare system and achieve appropriate care may increase their utilization of healthcare services. 11 The relationship between HCSE and postcancer follow-up care has been examined among adult survivors, where it has been positively associated with healthcare follow-up and optimal selfmanagement behaviors. 12 Among survivors of AYA cancer (those diagnosed between the ages of 15 and 39 years), better survivorship care planning (e.g., receipt of a written treatment summary and risk-based care plan) has been found to increase HCSE. 13, 14 Among CCSs, greater self-efficacy has been positively associated with follow-up care. 15 However, factors that may influence HCSE have not been fully explored among young, recently treated survivors of childhood cancer. Understanding those variables salient to survivors' self-confidence to navigate their health care may guide future interventions and support successful transition for this population, thereby increasing engagement in recommended LTFU care.
The aim of the present study was to identify key correlates of HCSE among a sample of Hispanic and non-Hispanic CCSs in the early phases of survivorship follow-up. We focused on both physical and psychosocial characteristics of survivors. Our hypothesis was that greater emotional and physical well-being may increase CCSs' perceived capability and sense of confidence to navigate adverse or challenging circumstances. 16 We additionally hypothesized that, as with older AYA survivors, better survivorship care planning and other healthcare access measures such as having a regular source of care (primary care physician and/or oncology specialist) would be associated with greater self-efficacy among CCSs. Finally, we hypothesized that Hispanic CCSs would have lower HCSE relative to non-Hispanic CCSs. As Hispanic CCSs have been found less likely to access follow-up care, 15 lower perceived confidence to independently navigate the healthcare system may potentially contribute to this disparity in LTFU.
METHODS
Data from the Project Forward pilot study were used for the present analysis, comprising a cohort of CCSs diagnosed with any type of cancer from two large pediatric medical centers in Los Angeles County (n = 193). Patients with Hodgkin lymphoma were excluded because these patients were included in another registry study, and cancer surveillance program policies prohibit enrollment of cases to more than once
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How confident are you that you could ask your doctor about things that concern you? Research Center Chronic Disease Self-Efficacy scales. 18 The scale included three items related to survivors' perceived confidence in discussing concerns with their physicians, making appointments with physicians, and obtaining cancer follow-up care in the next 2 years (Table 1) . Responses comprised a three-point Likert-type scale ranging from "not confident/not sure" to "very confident." Items were summed to form a continuous composite score (ranging from 3 to 9), with higher scores indicating greater HCSE. Cronbach alpha for this sample was 0.64.
Independent variables 2.2.1 Survivorship care planning/regular source of care
Participants were asked four items to ascertain survivorship care planning and whether they had a regular source of care. Items included survivors' attendance at any survivorship clinic, receipt of a written summary of their cancer treatment, whether they had a physician for regular noncancer treatment (e.g., primary care physician), and a physician for cancer follow-up care (oncology specialist). All items were dichotomized (yes/no).
Psychosocial characteristics 2.3.1 Health-related quality of life
Health-related quality of life (HRQOL) 
Posttraumatic growth
The Post-Traumatic Growth Inventory (PTGI) short form is a 10-item measure of personal growth experienced by individuals who have undergone a traumatic event, in this case cancer. 21 Items reflect different areas of growth, including relating to others, new possibilities, personal strength, spiritual change, and appreciation of life. Responses are based on a six-point scale ranging from 0 ("I did not experience this change") to 5 ("I experienced this change to a very great degree").
A total PTGI mean score was calculated, with higher scores indicating greater posttraumatic growth. Cronbach alpha for this sample was 0.90.
Religious/spiritual importance
Religious and/or spiritual importance was assessed with a single-item question asking participants "how important is your religion or spirituality to you?" Scores were dichotomized as "don't know/not important"
versus "somewhat/very important."
Social support
Social support was assessed by a single item that asked participants to indicate how many people they could count on for help. Scores were recorded on a three-point ordinal scale ranging from "none" to "three or more" and used as a continuous measure, with higher scores indicating greater social support.
Family involvement with health care
Parental involvement with survivor's health care was assessed with a single item that asked participants how often their family had influenced their healthcare decisions. Scores were recorded on a four-item Likert-type scale (often, occasionally, never, not sure) and dichotomized to reflect family participation (1, often/occasionally) versus nonparticipation (0, never/not sure) in healthcare decisions.
Clinical factors
The number of years between diagnosis and completion of the survey was obtained by using the diagnosis date from the cancer registry and the date the survey was returned. Intensity of prior cancer treatment was categorized using the Intensity of Treatment Rating Scale 2.0 (ITR-2), 22 a validated scale derived from cancer registry data and medical chart review. Treatment was categorized by four levels of intensity: 1 = least intensive (e.g., surgery only), 2 = moderately intensive (e.g., chemotherapy or radiation), 3 = very intensive (e.g., two or more treatment modalities), and 4 = most intensive (e.g., regimens for relapsed disease including hematopoietic cell transplantation).
Covariates
Covariates included current age at time of survey, ethnicity (Hispanic vs. non-Hispanic), sex, and health insurance status. Current age was dichotomized as less than 21 years and 21 years or older, as this distinction represents the age of transfer from pediatric to adult-centered healthcare providers at the study sites. Health insurance status was dichotomized as any health insurance (public or private) versus no insurance coverage.
Statistical Analysis
Descriptive statistics including frequencies and correlations were conducted between independent variables and the outcome variable, HCSE. Univariate and multivariable linear regression analyses were performed to assess factors associated with the outcome variable.
Variables that were associated with the outcome at P less than 0. 
RESULTS
Selected characteristics of sample
Sociodemographic data are presented in Table 2 . Roughly half of respondents were female and nearly 60% were below 21 years of age, with a median age of 21 years. Fifty-four percent of CCSs surveyed were Hispanic, reflective of population demographics in Los Angeles
County. A quarter of the respondents reported attending a survivorship clinic, and a third had received a treatment summary. Over 80%
reported some type of health insurance, and two-thirds had a usual source of care, including a cancer provider and a noncancer provider.
TA B L E 2 Selected characteristics of sample (n = 193)
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Univariate analyses
In univariate analyses, higher HCSE was positively associated with both physical and psychosocial HRQOL, posttraumatic growth, religious and spiritual importance, attendance at survivorship clinic, having a regular source of care (both cancer and noncancer providers), and any type of insurance (Table 3) . Greater social support showed a trend toward a positive association with higher HSCE but fell short of statistical significance (P = 0.051). Similarly, Hispanic ethnicity relative to non-Hispanic showed a trend toward a negative association with higher HSCE but fell short of statistical significance (P = 0.052).
HCSE was not associated with receiving a treatment summary, years since diagnosis, or treatment intensity.
Multivariable analyses
In the multivariable model, psychosocial HRQOL, but not physical, remained significantly associated with HCSE, as did religious and spiritual importance (Table 3 ). Attendance at a survivorship clinic and having a regular cancer provider remained significant, but having a a Continuous variable. + P < 0.10; *P < 0.05; **P < 0.01; ***P < 0.001. SE, standard error.
noncancer provider did not retain significance in the adjusted model.
Hispanic ethnicity was significantly negatively associated with HSCE in the multivariable model.
DISCUSSION
The present study examined factors associated with HCSE in CCSs who were 2-10 years postdiagnosis. We hypothesized that greater physical and emotional well-being, better survivorship planning, and a regular source of physician care would be associated with higher HCSE, and that Hispanic CCS would have lower HCSE relative to nonHispanics. Our results confirm that higher HRQOL is associated with greater HCSE, although only psychosocial rather than physical quality of life was a significant correlate in the adjusted model. HCSE has been associated with enhanced quality of life among adult cancer patients, 24 and efficacy-enhancing interventions may improve wellbeing by empowering patients to self-manage their care. 12,25 Such effects may be more relevant to psychosocial quality of life for younger CCSs who may not yet have experienced significant adverse late effects of treatment leading to physical limitations. 26 Spirituality and/or religiosity were associated with higher HCSE, a finding consistent with prior research concerning psychological adjustment, coping, and quality of life. 26 As Peteet et al. 26 have detailed, religion and spirituality, both independently and as a combined concept, support survivors' sense of self, engender hope, maintain meaning and life purpose, and promote connectedness to others. While spiritual support may be more commonly found in palliative care, 27 attending to spiritual or religious needs may also play a role in supporting the transition process by bolstering qualities that better prepare survivors for personal responsibility and self-care. Such care need not necessarily be faith-based; for nonreligious CCSs, spiritual care may involve mindfulness, meditation, or spiritual counseling. 26 We observed that attending a survivorship clinic was associated with greater self-efficacy for CCSs, but receipt of a written treatment plan was not. While provision of a treatment summary has been found effective in motivating LTFU among older CCSs, 28 Having a usual source of care was associated with increased HCSE for CCSs. However, having a regular oncologist, rather than noncancer physician, emerged as significant in the adjusted analysis. While the strong bonds formed between CCSs and their oncologists may increase confidence in healthcare self-management, 5 pediatric generalists or primary care providers acknowledge limited mastery of cancer survivorship issues 30 and specialized transition services may be lacking, leaving CCSs feeling less connected, less supported, and less confident in their healthcare self-management. As survival continues to improve and the prevalence of adult CCSs increase, primary care physicians will need to play an enhanced role in caring for this population. 31, 32 Thus further research is needed to investigate how generalist physicians can enhance CCS self-efficacy to facilitate optimal longitudinal survivorship care.
Finally, we observed lower healthcare self-confidence among Hispanics relative to non-Hispanic CCSs, a finding that accords with previous research among primarily posttransition (AYA) cancer survivors. 13 The causes for lower self-confidence among Hispanics are likely multifactorial: Hispanic cancer patients and survivors report worse experiences with the healthcare system than non-Hispanics, including poorer coordination of and access to care, less confidence in their providers, and poorer patient-provider communication. 33, 34 In addi- are a heterogeneous population, and this study did not collect data on more nuanced discriminators such as birthplace, country of origin, or details concerning specific religious/spiritual beliefs. Finally, this study was set in the context of U.S. health care before the implementation of the Affordable Care Act, which differs from other international models.
Thus, the findings of this study may be most pertinent for young adult survivors navigating the U.S. health care delivery system.
Strengths of the study include a large proportion of Hispanic CCSs, a consistently underrepresented population in cancer survivorship studies, as well as a recruitment rate (50%) that is comparable to or exceeding similar studies. 15 In summary, we identified several key correlates of HCSE that may guide development of efficacy-enhancing interventions for CCSs.
Future work should delineate the unique services provided by survivorship clinics and oncologists that may foster this confidence. At the individual level, integrating services that address both psychosocial quality of life and religious/spiritual importance may also benefit HCSE. We also conclude that Hispanic CCSs who reported low levels of HCSE and demonstrate lower cancer-related follow-up care may need targeted or prioritized, culturally competent interventions to improve healthcare confidence. 
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